MINOCYCLINE STAINING
Sir, I was very pleased to read Dr Johnston's paper Feeling blue? Minocycline-induced staining of the teeth, oral mucosa, sclerae and ears -a case report (BDJ 2013 ; 215: 71-73). I have also managed a patient with the condition of minocycline-induced staining (Figs 1-3) .
A 56-year-old lady had used minocycline for almost seven years for an infective skin condition. Over this period, her teeth discoloured and she was referred to me for consideration of veneer restorations.
Clinical examination revealed that the teeth were affected but also the sclera, the ears and the nail-beds.
As the teeth were otherwise healthy, we used a more conservative approach of whitening the teeth with 10% peroxide gel, in a night-time tray. The patient used these for six months, approximately five nights each week. Having now read the original letter to the BDJ this contains erroneous statements. There is no support for these statements in the literature or from clinical experience. Orthodontics has no relevance to the development of a TMD or in the management of such a condition. Also picking up a handpiece and removing tooth tissue is directly contra-indicated and this is well documented.
I have limited my clinical practice to diagnosis and management of patients with temporomandibular disorders for the past 30 years. I feel it is verging on the dangerous for dentists to diagnose and manage patients with headache. The correct clinician to do this is a neurologist not a dentist.
I would be interested to know what view the indemnity societies would hold on such a suggestion.
R. Gray By email 
CRACK LINK
Sir, graphic images of the serious harmful effects of smoking are printed on cigarette packs to deter people from adopting or continuing the habit. One shows dental destruction (Fig. 1) . This picture appears to be of a young adult and is most likely related to smoking crack cocaine. Most cocaine smokers also smoke cigarettes. The cervical margins and interproximal areas show erosion and extensive carious attack. This is highly suggestive of crack use. The most characteristic feature is the carious attack on the exposed dentine at the incisal edges of the canines, a very unusual site of caries. I have seen several patients in this oral condition both in Bristol and in Trinidad. These patients tend to have very poor oral hygiene anyway.
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Figs 1-3 A 56-year-old patient with minocycline-induced staining
Awareness of the link between crack cocaine use and dental disease with these characteristics is not well recogonised and with tactful handling such patients may be persuaded to seek advice from a drug counsellor if appropriate.
R. W. Matthews Ferryhill DOI: 10.1038/sj.bdj.935
NOT AHEAD OF THE GAME
Sir, it is with interest that dental local anaesthetic cartridges, made by the same manufacturers, containing the same agents and other constituents, are labelled differently in the UK compared with Australia and New Zealand.
In Australasia articaine LA cartridges are labelled for infiltration only, whereas lidocaine cartridges are labelled for infiltration and block anaesthesia (Fig. 1) . This differentiation does not occur in British labelling of similar local anaesthetics.
Why is this the case? Is it due to the increasing evidence that higher concentration agents are more neurotoxic thus more likely to cause persistent inferior dental block (IDB) related neuropathy? [1] [2] [3] [4] [5] When there is no proven benefit for using higher concentration agents over 2% lidocaine for IDBs, why are dentists still using higher concentration agents for IDBs? [6] [7] [8] [9] Isn't it about time that dentists woke up to 'SMART' dental local anaesthesia? Infiltration dentistry avoids the use of IDBs, thus preventing LA-related nerve injury, for which there is no cure and which is occurring more frequently than we were taught at dental school (1 in 14,000 blocks causes persistent neuropathy of which 25% are permanent). 5, 10 This requires less skill, less discomfort for the patient during the injection and avoids unnecessary lingual anaesthesia after dental treatment. This technique has been well evidenced by Dr John Meechan and his team reporting infiltration LA as more efficacious for providing pulpal anaesthesia in the anterior mandibular dentition compared with IDBs and/or intraligamental injections.
11
Many dentists, especially implantologists, already routinely use mandibular infiltration LA to identify when surgery close to the IAN, causing pain, must be ceased to minimise nerve injury. How much more evidence do we need to change practice to this pragmatic tech- 
